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The article by Grande et al. in this issue of the JGIM reports that a little over half of respondents in a 2006 telephone survey believe that physicians accept gifts from companies-the proportion is somewhat higher (by 7%) among college graduates. 2 Then, using a well-established "trust scale," Grande et al. present what they consider their major finding: those who believe physicians take industry gifts have a lower trust in doctors and more suspicion of health care than those who do not. The authors readily concede that their survey data cannot establish a direct cause and effect relationship between the two attitudesand they did not ask about actual behaviors. Thus, we cannot know whether individuals who hold these two positions act any differently than others.
The findings do contribute to a growing consensus that many patients, when asked, express an interest in, and concern about, the financial relationships between physicians and industry. 3 However, attitudes vary widely. A 2010 meta-analysis of the literature on financial disclosures reported that 27% to 56% of patients thought that gifts affected physicians' prescribing patterns. But at the same time, the authors were uncertain whether this view affected patients' choices about treatment. Although the articles they reviewed established that a good number of patients believed that "gifts affect the cost and quality of care and that these gifts influence [physicians'] clinical judgment, "fewer believed that disclosure would affect their decision-making." 4 The open question is whether patients, by their own accord, will search for physicians' financial information on the new databases and then act on it. Given the public's use of other information sites, there is ample reason to suspect that they may not. It appears that neither patients nor referring cardiologists diligently consult the New York State database on surgeon and hospital outcomes for coronary artery bypass surgery. Nor do patients seem to be making decisions on where to seek care based on the federal registry of hospital performance as measured by such indices as levels of noise and quality of food. Because data exists and can be relatively easily retrieved is no guarantee that the public will consult the information, let alone use it to guide their choices. 5 As a recent survey of health care consumers, conducted by the California HealthCare foundation, reported: "Despite increased overall use of the Web to access health materials, only 26% of Internet users surveyed sought out ratings information on physicians or other health care professionals . . . only 1% actually made a change in their health care decisions based on ratings." 6 None of these findings should be interpreted to mean that the commitment to transparency is unimportant. In the first instance, they pose an important yet difficult challenge. What can be done to educate or train patients to examine the financial transaction data, pose questions to their doctors, and then, as necessary, make health care decisions? Would it be useful to have physicians give their patients a handout with all their financial ties listed in detail? Should their health care organizations be posting the data on their websites? Should doctors be encouraged or even mandated to have a frank discussion with their patients about their ties to industry? Should all these methods be followed? We simply do not know.
What we do know, however, is that this information is highly relevant to the leaders of health care institutions, perhaps even more so than to the consumers of health care. Take the case of the coronary artery bypass surgery outcome data in New York. It appears that hospitals with the worst outcomes altered their behaviors; by administrators' directive or by surgeons' choice, low performers left the field and were replaced by more competent surgeons. Outcomes then improved. It is possible that healthy patients who were not in an emergency situation did exercise choice by going to a better performing institution. But it seems even more likely that the low ranking institutions instituted changes so as to repair their reputations and better serve patients. 7 By extension, the data on financial transactions between physicians and industry will have the maximum impact to the degree that the heads of health care institutions use the information to better manage conflicts of interest. Efforts to influence patient choices are important, but it is even more crucial that leaders consult the disclosures and use them, as necessary, to reach decisions about participation or disqualification. If an AMC or hospital chooses to post physicians' financial information on its website for patients to see, that is all to the good. Better yet, AMCs and hospitals should access the data to verify individual disclosures so as to better manage faculty and physician conflicts of interest. Not all industry relationships necessarily warrant concern or disqualification and we do want clinicians and investigators to share their medical and scientific knowledge and insights with industry. But full and accurate information about the nature and magnitude of the ties would help deans, chairs, and chiefs of services better determine who ought to be lecturing (or not lecturing) to medical students and who should be serving (or not serving) on formulary and device purchasing committee.
By the same token, professional medical societies should turn to the information when selecting program chairs, continuing medical education presenters, and members of guideline writing committees. Medical journal editors should use the data to help them choose appropriate reviewers for submitted articles and to verify that the conflict of information forms that authors submit are fully accurate. In this same spirit, the NIH should consult the data when selecting study groups or consensus conference members, and so should the FDA when establishing review panels. Again, the intent is not to demonize industry or disqualify every recipient of payments from all activities; and we all appreciate that money is only one source of potential bias. Still, the data will help to insure that both the reality of conflict of interest and the appearance of conflict of interest are taken into account when appointments are made.
In sum, it is best to move on all fronts. Patients should be encouraged along with administrators and editors to take advantage of the new transparency. But whatever patients choose to do or not to do, the leaders of our health care institutions should use disclosure data to better guide their decision-making.
